A 48 year old male presented with the complaint of lumps below and behind both the ears since nine years. The lumps were painless, insidious in onset and gradually progressive. There was no associated weight loss or other systemic symptoms. General and systemic examination revealed normal findings. Local examination revealed multiple nodules in the parotid and retroauricular regions bilaterally, which were soft to firm in consistency, non- tender, and were not fixed to the underlying structures or the overlying skin \[[Figure 1](#F1){ref-type="fig"}\]. Multiple cervical lymph nodes were enlarged. The peripheral blood smear showed eosinophilia of 80% with absolute eosinophil count of 11,000/mm^3^. Serum Immunoglobulin E (IgE) was raised. Magnetic Resonance Imaging revealed bilateral parotid swelling with enlarged level I to V cervical lymph nodes bilaterally. Fine Needle Aspiration Cytology from cervical lymph node showed reactive lymphoid tissue.

![Cutaneous lesions (a) Bilateral parotid swelling (b) Multiple nodules in right retro- auricular region](IDOJ-4-66-g001){#F1}

Biopsy from the right retroauricular nodule revealed multilobulated masses in the deep dermis \[[Figure 2a](#F2){ref-type="fig"}\]. Within the lobules, there was proliferation of vessels surrounded by dense eosinophilic infiltrate. Lymphoid follicles with germinal centres and fibrinoid material within the germinal centres along with eosinophilic abscesses were present \[Figures [2b](#F2){ref-type="fig"} and [3](#F3){ref-type="fig"}\]. Bilateral excision of the nodules was done 4 years back with skin grafting. However, the nodules recurred 6 months after surgery.

![Histopathology revealing (a) Multiple lymphoid aggregates in dermis (H and E, 10×) (b) Follicular architecture with eosinophilic abscess (H and E, 10×)](IDOJ-4-66-g002){#F2}

![Extensive eosinophilic infiltrate in the nodule (H and E, 40×)](IDOJ-4-66-g003){#F3}
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Kimura\'s disease
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==========

Kimura\'s disease is a rare disorder seen mainly in Asian men. First described by Kimura in 1948, it is characterized by subcutaneous and lymph node involvement of mainly the head and neck region. The post auricular region is the most commonly affected area. Salivary glands can also be involved. Other sites of involvement include the oral cavity, eyes, kidney, skeletal muscle and peripheral nerves. They are usually very persistent.

Aetiology is unknown; however, an allergic or hypersensitivity reaction is the most probable explanation. It is proposed to be a Th2-mediated disorder associated with over- expression of interleukin-4, 5 and 13.\[[@ref1]\] Cutaneous associations include prurigo nodularis and lichen amyloidosis.\[[@ref2]\] Peripheral eosinophilia and raised IgE are almost always present.\[[@ref3]\] Mast cell hyperplasia may also be seen. Kidneys can be affected in 12% patients in the form of nephritic syndrome manifesting as proteinuria.

Differential diagnosis includes lymphoma, Mikulicz disease, salivary gland tumours, eosinophilic granuloma and infectious diseases like toxoplasmosis and tuberculosis. It is difficult to differentiate it from Angiolymphoid hyperplasia with Eosinophilia (ALHE).\[[@ref4]\] However, ALHE is more common in older age individuals and in females. It has much smaller lesions and last for a shorter duration. Lymphadenopathy, salivary gland involvement and raised IgE levels are very rare in ALHE. Histopathology of ALHE does not have features as mentioned in our patient, and instead has epitheloid or histiocytoid looking endothelial cells. Controversy still exists as to whether these two disorders are part of the same spectrum or whether they are entirely two different entities.

Treatment of Kimura\'s disease includes oral steroids, surgery and radiotherapy. Recurrence is the rule. Recently few studies have reported successful treatment of the condition using cyclosporine therapy.\[[@ref5]\]
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